Development (ICPD) shifted global thinking on reproductive health from a population-based approach to a rights-based approach. With this shift came a heightened awareness of how gender relations and equality can influence sexual and reproductive rights. The ICPD program of action declared that "human sexuality and gender relations are closely interrelated and together affect the ability of men and women to achieve and maintain sexual health and manage their reproductive lives." 1(p. 48) Promoting and achieving respectful and equitable gender relations through harmonious partnerships were key elements in several of the program's objectives. To fulfill the ICPD commitments, a better understanding of how partners relate to one another, how to assess relationship quality, and how partners' relations promote or inhibit sexual and reproductive desires and decisions is needed. These topics have received little research attention in Sub-Saharan Africa. In response to this gap in research, we designed this study to improve our understanding of how various dimensions of relationship quality of married or cohabiting partners in Kumasi, Ghana, are related to contraceptive use. We focus on five dimensions of relationship qualitycommitment, trust, constructive communication, destructive communication and satisfaction.
In 1994, the International Conference for Population and Development (ICPD) shifted global thinking on reproductive health from a population-based approach to a rights-based approach. With this shift came a heightened awareness of how gender relations and equality can influence sexual and reproductive rights. The ICPD program of action declared that "human sexuality and gender relations are closely interrelated and together affect the ability of men and women to achieve and maintain sexual health and manage their reproductive lives." 1(p. 48) Promoting and achieving respectful and equitable gender relations through harmonious partnerships were key elements in several of the program's objectives. To fulfill the ICPD commitments, a better understanding of how partners relate to one another, how to assess relationship quality, and how partners' relations promote or inhibit sexual and reproductive desires and decisions is needed. These topics have received little research attention in Sub-Saharan Africa. In response to this gap in research, we designed this study to improve our understanding of how various dimensions of relationship quality of married or cohabiting partners in Kumasi, Ghana, are related to contraceptive use. We focus on five dimensions of relationship qualitycommitment, trust, constructive communication, destructive communication and satisfaction.
Relationship Quality and Contraceptive Use
According to the Guttmacher Institute and the United Nations Population Fund, 222 million women in developing countries had an unmet need for family planning in 2012; these women wanted to space or limit childbearing but were not using a modern contraceptive method. 2 While rates of contraceptive use are increasing in some regions, West Africa has mainly experienced stagnant and in some cases decreased use of contraceptives. Extensive research has been conducted to identify characteristics associated with women's contraceptive use and nonuse throughout the world, including Sub-Saharan Africa. Over the last two decades, research has increasingly focused on how contraceptive use may be related to couple characteristics and relationship dynamics.
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Nearly all sexual and reproductive decisions made within intimate relationships affect both partners, even when only one partner is making the decision. Women's lack of power and autonomy in intimate relationships has been recognized as a reality for many women in Sub-Saharan Africa, and the detrimental effects on their health and livelihood have been assessed. 6 ,10,11 A number of studies have
Study Context
This analysis used data from married or cohabiting couples residing in two peri-urban communities in Kumasi, Ghana. This is the second largest city in Ghana and is located in the Ashanti region.
•Relationship dynamics. Marriage is nearly universal in Ghana. The median age of marriage is 20 for women and 26 for men. 27 Marriage dissolution is not uncommon; a study using 2003 nationally representative data estimated that about one-quarter of ever-married women had experienced divorce. 28 Eighteen percent of married women report living in a polygynous union, 27 which is particularly important when considering relationship quality and health outcomes. In a 2009 literature review on polygyny and women's health, 29 Bove and Valeggia found that compared with monogamous unions, polygynous unions are associated with less spousal communication and reduced coital frequency, and that polygynous men have higher rates of extramarital sexual relations than monogamous men. Furthermore, women in polygynous unions report lower life satisfaction than do women in monogamous unions.
Since the early 1960s, Ghana has been experiencing a shift away from traditional arranged marriages, in which parents are involved in selecting their children's partners, to romantic marriages, in which men and women select their own partners. 30 The Ghana Female Autonomy Micro Study revealed that in 1992, 76% of husbands and 68% of wives had selected their partner without help or consent from their family. 31 Despite this shift, kinship ties are still influential in marital quality and stability. 28, 32 One hypothesis is that strong allegiance to kin weakens the bond between married partners, especially in matrilineal kinships.
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A limited number of studies have examined relationship quality in Ghana. 33, 34 In the Upper East Region, men whose relationships were characterized by less traditional decision making and more open communication were more likely than others to report higher relationship quality. 33 A study on marital conflict conducted in Cape
Coast identified major causes of conflict, including spousal attributes, domestic family life, sociocultural and socioeconomic characteristics, and inequality. 34 Furthermore, consequences of marital conflict were described as both psychological and physical. In the 2008 Demographic and Health Survey, 20% of ever-married women reported having experienced physical or sexual violence by a husband or partner in the past 12 months, and 31% reported emotional violence. 27 Ten percent of ever-married men had experienced physical violence at the hands of a wife or partner in the past year, and 23% had suffered emotional violence.
•Contraceptive use. Ghana has a low rate of contraceptive prevalence and a high level of unmet need. In 2008, 24% of currently married women reported using any contraceptive method and 17% a modern method; the latter represents a two-percentage-point decrease from 2003. 27 and partner communication about family planning. 3, [8] [9] [10] 14 These studies provide evidence of the important and complex role that relationship dynamics play in contraceptive use in Sub-Saharan Africa. Despite the increased attention paid to relationship dynamics, a limited number of studies have looked specifically at dimensions of relationship quality and contraceptive use in this region. [15] [16] [17] [18] Much of the research on relationship quality and contraceptive use in Sub-Saharan Africa has been conducted in the context of HIV, with a focus on condom use. 16, 18 In a qualitative study in Uganda, discussions about and use of condoms within committed relationships were reported as difficult and as suggesting a lack of trust in one's partner. 18 The same study found that female-controlled barrier methods were viewed as a means for women who do not trust their partners to protect themselves. Findings from another African study suggest that as trust grows within a relationship, condom use decreases, 16 which is consistent with evidence from studies conducted in developed countries. 19, 20 Few studies from Sub-Saharan Africa have examined the association between relationship quality and contraceptive methods other than condoms. 15, 17, 18 Two studies showed that some men fear that wives who use contraceptives may be unfaithful or may abandon their husbands; this fear and mistrust influence men's acceptance of their partner's contraceptive use. 15, 18 In a study conducted in northern Ghana, respondents noted that women sometimes avoid discussing or using contraceptives out of fear of how their spouses will react, and many respondents believed that discussing contraception could result in a quarrel or in intimate partner violence. 15 Because of perceived male opposition to contraceptive use and men's desire for large families, women feared that use of contraceptives without their husband's knowledge or approval would harm their relationship, decrease intimacy and affection, and even result in the husband taking an additional wife if he were to find out about his partner's use. The single study that linked contraceptive use and relationship quality found that use was correlated with both marital and sexual satisfaction. 17 In developed countries, researchers have primarily examined relationship quality and contraceptive use among unmarried adolescents, 21, 22 and often focus on condom use. 20, 23 Few studies have focused on this topic among adults in steady or long-term relationships, and several include only young adults in their sample. 19, [24] [25] [26] Research suggests that relationship quality does play a role in contraceptive decision making, but the direction and strength of the association vary by dimension of relationship quality and method. 19, [24] [25] [26] It appears that whether relationship quality is associated with an increase or decrease in women's likelihood of using contraceptives depends on specific circumstances; 19, 26 however, the research is limited. Understanding the nuances of how different dimensions of relationship quality may influence method use is important for the development of targeted interventions.
Kwame Nkrumah University of Science and Technology in collaboration with the Gates Institute for Population and Reproductive Health. We used the baseline data, which were collected in August 2010; this was the only round of data available at the time of analysis. A total of 800 couples of reproductive age (18-44 years for women and 18-59 years for men) were randomly selected and surveyed. Interviewers identified a private space in which the men and the women completed the survey separately; neither partner was present during his or her partner's interview. In multifamily households, only one couple was selected to participate. In polygynous unions, only one wife was selected. If more than one wife was present at the time of recruitment, the first-married wife was screened and, if eligible, selected. If she was ineligible, refused to participate or was not home, then the second wife was screened for eligibility, and so on.
Forty-eight couples were excluded from the current analysis because the woman was pregnant and had not had a need for contraception at the time of the pregnancy. Two couples in which the woman reported having been sterilized were excluded because the decision to be sterilized may have occurred long before the survey and thus prior to reporting on relationship quality. Furthermore, sterilization is a permanent method and does not require continued decision making by the individual or couple. In addition, six women who selected "other" from the list of method options for current contraceptive use were excluded because we were unable to categorize them into an appropriate group.
Information on relationship duration was missing for 5% of the couples. To retain this important variable without losing a substantial proportion of our sample, we sorted these couples by age and imputed duration values using the hot deck imputation method. Hence, all couples who were missing these values were assigned the value of the couple immediately prior to them in the sorted-by-age data set. Twenty-three couples with missing values for any other covariate were dropped from the analysis.
We assessed the impact of excluding groups of respondents on the basis of certain characteristics. We initially created three categories of religion (Christian, Muslim and other); however, because only 23 women in the "other" category reported current contraceptive use, we excluded these couples, and a sensitivity analysis assessing the impact of their exclusion showed little change in the results. Women who were not using contraceptives were asked the following question: "What is the main reason that you think you will not use a contraceptive method at any time in the future?" Eighteen respondents selected "menopause/hysterectomy," and a sensitivity analysis found that their inclusion had little impact on the results. Since the only estimates of these experiences came in response to a question on contraceptive use-and hence the responses may have lacked reliability-we decided to keep these respondents in the analysis. In total, 698 couples were included in the analytic sample.
An estimated 35% of women have an unmet need for family planning; however, only 48% of current nonusers intend to use a modern method in the future. Reasons for not intending to use a method include infrequent sexual intercourse, 13 opposition to use (by self or others), lack of knowledge and method-related reasons (e.g., side effects). 27, 35 On the supply side, family planning services are provided by many types of facilities, including hospitals, public and private clinics, and pharmacies, as well as by community-based distribution through the Ghana Health Services. 27 While the availability of contraceptive services improved in Ghana between 1993 and 2002-with 96% of facilities offering services at least five days a week-lack of demand and stockouts 36 may partially explain why contraceptive use remains low.
Theoretical Framework
We used the tenets of Family Systems Theory as a framework for our study. 37 This theory recognizes that individual behavior within a system cannot be understood in isolation, and that the interrelationships among the members of a system must be considered when examining individual and group behavior. Family systems theorists believe that each family, or in our case the couple, works by maintaining and regulating relationships between individuals through their decisions and actions. These decisions and actions, as well as how actions alter the status of the relationship, are related to both individualand couple-level attributes, including the quality of the couple's relationship. In applying the family systems framework to our study, we assume that an individual's or couple's decision to discuss, initiate or continue use of a contraceptive is in part influenced by the current quality of their relationship, as well as by how the action will maintain or change that quality. As suggested by other researchers, context can change the influence of relationship quality on contraceptive use. 26 For example, a woman in a low-quality relationship might be more hesitant or afraid to discuss or use contraceptives with her partner than a woman in a higher-quality relationship. Yet the same woman might be more motivated to avoid having a child (or another) with her current partner because of the quality of the relationship, and if contraceptives are accessible (either openly or covertly), she might be more likely to use a method than a woman in a higherquality relationship.
To assess if and in what direction relationship quality is associated with contraceptive use in Kumasi, Ghana, we examined five different dimensions. These measures were selected from a larger ongoing study that had used previously validated scales.
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METHODS
Data and Sample
The data for this analysis come from the Family Health and Wealth Study (FHWS), a longitudinal study of married and cohabiting couples in Kumasi conducted by the The first subscale measures the frequency of a couple's constructive communication behavior during times of conflict, and includes three items assessing mutual discussion, expression and negotiation. The second subscale measures the frequency of a couple's destructive communication behavior during conflict; its three items assess threatening and verbal aggression to and from one's partner.* All scales were additive; however, some items required reverse scoring, which was done before summing the total score for each. For every scale other than destructive communication, a high score is more desirable. In a previous study, a confirmatory factor analysis of the scales was conducted using the FHWS data and a good fit was obtained after respecifying the scales by dropping items with low factor loadings. 43 (Table 1 shows only the retained items following this analysis.) All scales showed high internal consistency, with Cronbach's alphas above 0.80. We included other independent variables that are commonly believed to be associated with contraceptive use. Social and demographic variables were women's age, education and religion; household and couple characteristics were household wealth, relationship type (in a monogamous or polygynous union as reported by the woman), relationship status (married or cohabiting), relationship duration, differences in age and education between partners, and number of children. Ownership of assets and the presence of certain household characteristics were used to
Variables
•Dependent variable. Our dependent variable is women's current contraceptive use, divided into three categories: no use (the reference group), use of a nonawareness method and use of an awareness method. Nonawareness methods are those that can be used without the male partner's knowledge: the injectable, pill, IUD, implant and diaphragm. Of course, these methods are not always used covertly. Awareness methods typically cannot be used without both partners' knowledge, and include periodic abstinence, withdrawal, condoms and spermicides.
The rationale for using these categories was based on the objective of this analysis-to identify associations between couples' relationship quality and contraceptive use. We hypothesized that the association between relationship quality and use would depend on how involved one's partner needs to be in the decision to initiate or continue use of specific methods.
•Independent variables. Our key independent variables assessed five dimensions of relationship quality, as reported by both women and men: commitment, trust, constructive communication, destructive communication and relationship satisfaction. This last dimension was measured by a single question that asked respondents to "rate how happy you are in your relationship." The other measures were adapted from validated scales. For all relationship quality items, respondents were asked to indicate their level of agreement using a Likert scale in which the lowest score was 1 and the highest score varied by scale (from 6 to 10).
*The original Constructive Communication Subscale, which was developed by Heavey et al., 40 measured both constructive and destructive communication, which we analyzed as separate variables so that we could assess the two constructs independently. Furthermore, when both subscales are combined into one scale, the score is calculated by subtracting the destructive communication score from the constructive communication score; hence individuals who score similarly on both subscales will also have similar overall scores, regardless of whether the individual scores were high, low or somewhere in between. We felt it was important to keep these groups of individuals distinct, and thus analyzed the subscales separately. mean duration of relationships was 12 years, and the mean number of children was three. About three-fourths of women reported not using any contraceptive method at the time of the survey. Eleven percent reported relying on a method that could be used without their partner's knowledge, and 12% a method that would typically require both partners' knowledge. The pill was the most commonly used nonawareness method, followed by the injectable; among awareness methods, pericreate a wealth score for each household through principal components analysis; scores were placed in rank order and divided into quintiles.*
Analysis
Exploratory data analysis was conducted to examine the data for frequencies, distributions and missing variables. Bivariate analysis was then conducted to identify unadjusted associations between contraceptive use and the independent variables, followed by multivariate analysis. Given the categorical nature of the outcome variable, multinomial logistic regression models were used for both bivariate and multivariate analyses.
To identify independent associations with contraceptive use, we used separate multivariate models for each of the five dimensions of relationship quality. Furthermore, for each dimension we conducted three analyses using data on relationship quality from women's reports (not shown), from men's reports (not shown) and from both. We observed only slight attenuation in the relative risk ratios when including both partners' scores instead of one partner's; thus we present results for the combined models. The multivariate models adjusted for all the social, demographic, household and couple characteristics. The majority of these variables were significant in bivariate analysis; however, four were not. Since these last four variables have been associated with contraceptive use in previous research, we chose to retain them in the multivariate analysis.
Teams of two interviewers, one of each sex, were assigned to each of four geographic areas (clusters of neighboring enumeration areas) to match the sex of the interviewer and respondent. Couples living within geographic areas and thus interviewed by the same team are likely correlated. To account for this potential nonindependence, we clustered couples by interviewer.
The FHWS was approved by the Committee on Human Research Publication and Ethics at the School of Medical Sciences, Kwame Nkrumah University of Science and Technology, and by the institutional review board at Johns Hopkins Bloomberg School of Public Health.
RESULTS
Sample Characteristics
Women's mean age was 34, and on average their partners were eight years older (Table 2) . Women had an average of six years of education, and their partners had nearly a year more. About half of women were Christian and half were Muslim. More than nine in 10 couples were in monogamous unions, and the same proportion were married. The *The following household characteristics and assets were used to create the wealth score: land ownership, toilet type, drinking water source, bed, table, chair, dresser, refrigerator, separate freezer, microwave, food processor, washing machine, vacuum cleaner, cassette player, CD player, DVD player, color TV, black and white TV, VCR, tape recorder, stereo sound system, camera, video camera, landline phone, cell phone, sewing machine, personal computer, motorcycle, bicycle, car or truck, horse or cart, motor boat or yacht, and generator. and 1.2, respectively, per one-point increase- Table 3 ). None of the dimensions of relationship quality as reported by either gender was associated with use of nonawareness methods. Men's commitment and constructive communication scores were positively associated with using an awareness method rather than no method (1.1 and 1.2, respectively). Several other independent variables were correlated with contraceptive use. Notably, women's education was positively correlated with use of a nonawareness method as opposed to nonuse (relative risk ratio, 1.1 for each additional year), whereas the difference in partners' education level was negatively correlated with using a nonawareness method (0.96 for each additional year of education for the man). Women's age, being Muslim and being in a polygynous union were negatively associated with using a nonawareness method as opposed to none (0.3-0.9), and relationship duration was negatively correlated with using an awareness method rather than no method (0.97 for each additional year).
Multivariate Analysis
In the adjusted analysis, the relationship between women's constructive communication scores and use of an awareness method rather than no method lost significance (Table 4 ). The positive association between women's satisfaction scores and awareness method use showed increases in both the relative risk ratio (1.2 for each one-point increase) and the level of significance. The positive association between men's scores on constructive communication and use of an awareness method rather than no method remained significant (1.1), while the association between their commitment scores and use of awareness methods lost significance. In the multivariate models, men's trust and constructive communication scores were positively associated with use of a nonawareness method rather than no method (1.1 for each one-point increase).
For the other independent variables, most of the associations found in the unadjusted analysis remained significant in the adjusted analysis (not shown). Notably, the association between partners' difference in education level and use of a nonawareness method as opposed to none remained highly significant (relative risk ratio, 0.95; p<.001). The number of children, which was not associated with use of nonawareness methods in the unadjusted analysis, was positively associated with such use in the adjusted analysis (1.3; p<.01). Finally, two positive associations in the bivariate analysis-between women's education level and use of nonawareness methods, and between relationship duration and use of awareness methods-lost significance in the multivariate analysis.
DISCUSSION
To our knowledge, this is one of the first studies to investigate the association between relationship quality and contraceptive use in Sub-Saharan Africa. In general, both men and women rated their relationships positively; howodic abstinence was by far the most commonly used, followed by condoms (not shown).
In general, the mean relationship quality scores were moderate to high. On average, men rated their relationships more positively than did women on all dimensions. For most dimensions, the mean scores were higher for couples who were using a contraceptive method; this was especially true for men's ratings and for those using an awareness method (not shown).
Bivariate Analysis
Women's constructive communication and satisfaction scores were positively associated with use of an awareness method as opposed to no method (relative risk ratios, 1.1 These men are afraid that if their partner uses a femalecontrolled method, she will be more likely to be unfaithful. Our results suggest that women with trusting partners are more likely than women with less-trusting partners to use a nonawareness method rather than none. Neither women's nor men's trust scores were associated with use of an awareness method as opposed to no method. Our findings also showed that for some dimensions of relationship quality, the man's evaluation of his relationship appeared to play a more influential role in women's contraceptive use than her evaluation. If a woman's partner is content with the relationship and she is aware of her partner's feelings, then she may feel more confident in taking risks by discussing contraception with her husband (often a taboo topic in countries such as Ghana) or by using contraceptives with or without her partner's approval. In contrast, a woman's perception that her partner is dissatisfied with their relationship could make her more cautious and less likely to do something that might cause problems, such as discussing or using contraceptives. Another hypothesis for why women in lower-quality relationships are less likely than others to use contraceptives is that they have sex less frequently and so have a decreased need for contraception.
It is also possible that women in relationships characterized by negative attributes are more motivated to prevent pregnancy because they cannot guarantee the survival of the relationship or are uncertain how a child will affect the relationship. These women might also worry about raising a child in a negative environment. We did not find evidence that low scores on relationship measures were correlated with any type of contraceptive use; however, if relationship quality can have opposite effects on contraceptive use depending on the circumstances, this might reduce ever, men tended to give higher ratings. This was expected, given that Ghana remains a patriarchal society and women typically enjoy less power and autonomy in marriage than men; nonetheless, the possible detrimental consequences of inequality on women's health could be substantial. A literature review of research on family and health showed that some studies have found that marriage is associated with stronger health benefits for men than for women, while others have found no differences. 44 Gender differences in the perception or experience of marriage could affect individuals' and couples' sexual and reproductive health, and this topic deserves further investigation. Overall, the associations between relationship quality and use of awareness methods were stronger than those between relationship quality and use of nonawareness methods. This was especially true for measures of women's satisfaction and men's constructive communication. These findings are not surprising given that awareness methods typically require acceptance and cooperation from both partners, which is likely easier to achieve in a high-quality relationship than in a low-quality relationship. The ability to communicate in a constructive and positive manner may help couples initiate discussion about and use of contraceptives, regardless of method type. This ability may also be helpful in contraceptive continuation, especially for couples using an awareness method.
We found evidence that relationship attributes other than relationship quality were important in the use of nonawareness methods. Most notably, a strong negative association between partners' difference in education level and nonawareness method use was seen in both unadjusted and adjusted analyses: The greater the education gap between partners, the less likely they were to use a nonawareness method as opposed to none. It is possible that educational differences may influence the use of nonawareness methods indirectly by altering the dynamics in the relationship, such as creating a power imbalance or weakening communication. An important next step in future analyses is to improve our understanding of how and why educational differences are associated with contraceptive use as well as with relationship quality.
Constructive communication was the only dimension correlated with use of both awareness and nonawareness methods. Previous research has shown that couples' communication about family planning is associated with contraceptive use, 3,8,9,14 but this is one of the first studies conducted in Sub-Saharan Africa to investigate the quality and characteristics of communication between partners. Our findings have begun to fill a gap in the literature; however, more research is needed to fully understand the links between partner communication and contraceptive use. Men's trust and constructive communication measures were the only two dimensions of relationship quality associated with the use of nonawareness methods. As previously noted, qualitative studies have shown that some men do not want their partners to use female-controlled methods because of a lack of trust in their partners. 15, 18 about healthy relationships and decision making into their strategy. Furthermore, guidelines and training for family planning providers need to expand beyond clinical care to include the social and behavioral components of using contraceptives. Providers need to be prepared to counsel individuals and couples in both healthy and unhealthy relationships to help them achieve their reproductive goals. While it is important for programs to promote higherquality relationships as a means of improving family planning, including access to and use of contraceptives, it is equally important to identify and implement strategies that improve access to contraceptives for women in lowquality relationships who may face challenges in exercising their sexual and reproductive rights. Some countries in Sub-Saharan Africa have not seen the increase in contraceptive prevalence rate experienced in other regions of the world. In Ghana, modern contraceptive use appears to have stagnated while unmet need for family planning remains high. It is essential that we look beyond the common correlates of contraceptive use to fully understand how and why individuals and couples make certain sexual and reproductive decisions. This study provides insight into the link between couples' relationship quality and contraceptive use-an understudied aspect of family planning-and enhances our understanding of contraceptive decision making in a West African setting. the strength of the associations observed in our analysis and may be masking existing relationships. Wilson and Koo hypothesized and subsequently found supporting evidence that relationship quality was both positively and negatively correlated with women's contraceptive use. 26 They suggested that high-quality relationships are associated with contraceptive nonuse because of a reduced motivation to avoid pregnancy, but that such relationships may also facilitate contraceptive use-for example, through better communication or support. This issue is important to consider in future research on relationship quality and reproductive outcomes.
Our decision to categorize contraceptive use by nonuse, use of an awareness method and use of a nonawareness method is unique. This decision was based on the hypothesis that the way in which a couple's relationship quality influences contraceptive use may depend on how involved one's partner needs to be in the decision-making process and actual use of a specific method. Similar categorization has been used in other studies, including one on women's empowerment and choice of contraceptive method.
7 Ideally, we would have examined each method separately; however, because of the low contraceptive prevalence rate in our sample we were unable to do so. Furthermore, future studies should consider looking at relationship quality and covert method use in settings with high levels of such use.
Limitations
Our study has a number of limitations. There are numerous dimensions of relationship quality, and we included just five in our analysis. Since the scales were constructed in developed countries and have not been widely used in African settings, some participants as well as interviewers may have been uncomfortable with the questions or the Likert scales. Additionally, measures of relationship quality and contraceptive use rely on self-report, which is subject to social desirability bias. Regarding relationship quality, participants may have been afraid or embarrassed to report negative feelings about their relationship, especially if they were concerned that their partner would find out. Furthermore, contraceptive use was reportedly low in our sample, which may have influenced women's willingness to acknowledge use. Another limitation is the use of a cross-sectional design, which prevents the determination of causality or timing of events. For example, we were unable to determine if relationship quality affects contraceptive use or vice versa, or both. Longitudinal studies are needed to further explore the associations identified in this study.
Conclusions
Despite these limitations, there are programmatic implications that can be considered and incorporated into programs. For example, family planning campaigns should consider how women, men and couples are targeted and included in activities. Mass media campaigns that aim to promote contraceptive use could integrate messages 
